	Client Name:
	DCN:________________  SSN:____________

	DOB:  
	Prognosis:
( Temporary  (Duration: _____ months)

(ndefinite 

	Diagnosis:
  Primary:     _______________________________________

                    _______________________________________

                    _______________________________________ 

  Secondary: ​_______________________________________

                    _______________________________________
	Substantial functional limitation in 3 or more of the following:
( self-care

( understanding and use of language

( learning

( mobility

( self-direction

( capacity for independent living

	Date of onset of condition or accident: 
	Does the individual require care at the  

ICF/MR Level?                                ( Yes  ( No

	SUMMARY OF POINTS 

(See Section IV on following pages.)
	   (
	Medical Criteria
	    (

	Monitoring
	
	Unusual support to maintain vital functions (oxygen, respiratory therapy, total parenteral nutrition, gastrostomy/NG feeding)
	

	Medication
	
	
	

	Treatments
	
	Continuous maintenance attention (positioning, feeding, cleaning, bathing, changing linens and/or diapers
	

	Restorative Services
	
	
	

	Rehabilitation
	
	Continual monitoring for skin breakdown and infections due to incontinence of bowel and/or bladder.
	

	Personal Care
	
	
	

	Behavior/Mental Condition
	
	Private duty nursing for at least 3 hours per day on a daily basis.
	

	Mobility
	
	Continuous drug therapy
	

	Dietary
	
	Seizure Intervention (continuous or grand mal)
	

	Total
	
	
	

	Clients must score a total of 18 points or greater. Recipients of the Physical Disabilities Waiver also must meet at least three of the medical criteria.

	Period of Eligibility
	From:
	To:

	Service Coordinator's Signature/Date:


